It is 20 years since Gold and Freedman first described carcinoembryonic antigen.' The fond hope that this would facilitate the primary diagnosis of colorectal cancer has long since evaporated, after the demonstration that carcinoembryonic antigen is produced by other tumours, in non-malignant disorders and, indeed, by normal individuals.
Since then many groups have published their results and conclusions, the protagonists appearing to be more eager to publish their results than the antagonists. In the early days only Moertel seriously questioned the usefulness of serial carcinoembryonic antigen monitoring, suggesting in scathing terms that the only demonstrable product for most patients was 'the needless anxiety produced by premature knowledge of the presence of a fatal disease'.16 1 Since that time, in the absence of any controlled data, the subject has remained contentious.
Several important questions remain debatable or unanswered:
(1) IS SERIAL CARCINOEMBRYONIC ANTIGEN A RELIABLE MARKER OF RECURRENT DISEASE?
In the six large series reported since 1982 there were 2147 patients whose serum carcinoembryonic antigen had been followed postoperatively.5 10 18-20 and personal communication (J P Minton 22 3 They found that in a retrospective series of patients undergoing second look surgery for clinically apparent recurrence alone, only 27% had totally resectable intra-abdominal recurrent disease compared with 61% of patients in whom serum carcinoembryonic antigen had been used as the indicator to reoperate. Martin and Minton ascribed this difference to their very aggressive carcinoembryonic antigen follow up, in which blood samples were taken every month so that the lead time conferred by the assay was not wasted. Monthly assay has since been recommended by the National Cancer Institute. 30 As a further refinement to make maximum use of carcinoembryonic antigen data, Wood et al, Staub et al and Bowie et al have all suggested carcinoembryonic antigen slope analysis techniques to help distinguish between local and distant recurrence, and to aid selection of patients for second look surgery.25 38 40 They suggest that patients with a slow rise are more likely to have localised resectable disease. To make use of these techniques, however, a period of follow up is required after the carcinoembryonic antigen has risen initially, requiring a delay in lapatoromy. This is the crucial question about carcinoembryonic antigen in relation to recurrent disease, but the one which has been most obliquely addressed.
Despite the enormous literature on the subject and the frequently optimistic advocacy of aggressive carcinoembryonic antigen-based follow up and second look surgery, there is no evidence that this approach has a significant effect on mortality. Moreover, it is impossible to be sure that it prevents or delays morbidity. Sugarbaker's group, having examined the available data, felt that this policy could contribute to a cure of 20% of patients with local or distant recurrence, decreasing the overall mortality of colorectal cancer by 5%.3°In the present situation in which the mortality of bowel cancer has remained static for decades such a survival benefit would be worthwhile, but it can be shown only by the execution of a large scale, controlled trial in which a carcinoembryonic antigen based 
